retraction syndrome. It lends further evidence to the theory that the two have a common teratogenic aetiology in early gestation. The fact that the entropion resolved would suggest that, in the absence of any corneal or other complications, it may be possible to closely monitor congenital entropia rather than perform immediate surgical intervention, as they may resolve spontaneously. 
Necrosis of the lid due to Pseudomonas aeruginosa
Necrosis of the eyelids is rare and usually related to minor trauma such as electrical burns or spider bites, or, more dangerously, to infection.I-7 In the absence of a history of trauma or infection a mitotic lesion such as a sebaceous cell carcinoma or a fungal lesion such as mucormycosis should be considered. Of infectious causes the commonest organisms are streptococci or staphylococci, but seven instances of Pseudomonas involvement have been reported, usually bilateral and associated with neutropenia. [8] [9] [10] [11] [12] [13] [14] We report such a case.
Case report
An 83-year-old woman with peripheral vascular disease and cardiac failure was admitted with pneumonia and a cellulitis affecting her lower leg, and treated with intravenous antibiotics. The cellulitis centred on a small punched-out ulcer on her left medial malleolus. Blood cultures revealed Pseudomonas aeruginosa and a coagulase-negative Staphylococcus, though neither were present in every bottle, and the question of contamination was raised. Pseudomonas was also found in the leg wound, however. Initial treatment with cefuroxime was therefore changed to gentamicin and piperacillin after sensitivity testing. The organism was sensitive to ciprofloxacin, pipericillin, gentamicin, ceftazidime, azatreonam, meropenem, neomycin and colistin. It was resistant to cefotaxime, trimethoprim, ampicillin/ amoxycillin, cephadrine, chloramphenicol and tetracycline.
On the third day of her admission she developed a lesion on her right lower lid which was treated empirically with topical chloramphenicol and later with topical gentamicin as a swab revealed Pseudomonas aeruginosa, resistant to chloramphenicol. An ophthalmic review was requested on the tenth day. The patient was observed to have a grossly injected conjunctiva but, more interestingly, an area of black eschar covering the lateral third of the lid with yellowish discharge from the conjunctival surface which appeared to be frankly necrotic (Fig. 1a) . Fungal involvement was felt unlikely on clinical grounds. Further swabs were taken for bacteria and fungi and topical medication changed to ciprofloxacin until a biopsy could be arranged. This was in part because it was felt the gentamicin might be exacerbating the conjunctival inflammation. The appearances began to improve. Three days later a formal full-thickness excisional wedge biopsy was performed.
At biopsy the tissues looked relatively avascular. The defect was closed by primary intention with a good final result. However, the patient did not survive a developing gangrene of her leg for which she refused surgery.
The biopsy was examined at several levels ( 
The patient was a 54-year-old woman, whose brother had previously undergone brow suspension ptosis surgery for the same condition. She had marked chin-up compensatory head posture with vertical palpebral apertures of 3 mm bilaterally, and a levator function of 6 mm. She had significant dysphagia, related to her dystrophy, for which she had recently undergone oesophageal dilatation, and was otherwise fit and well.
In theatre a spinal anaesthetic was administered using a standard technique: intravenous access was established and a lumbar puncture was performed, with full aseptic precautions, at the lumbar 4/5 interspace, using a 25 gauge 'pencil-point' spinal needle. Hyperbaric bupivacaine 0.5% (2.5 ml) was injected into the subarachnoid space and the patient was then turned onto her right side for 10 min to allow localisation of the neural blockade to the side of intended surgery.
Following confirmation of complete sensory blockade to the level of the tenth thoracic dermatome, surgery was allowed to proceed within 15 min of injection. Fascia lata from the patient's right thigh was then stripped using a Moseley fasciotome, prepared, and a brow suspension performed using the Crawford method. Post-operatively 
